
antrum packed with iodoform gauze each day for ten
days. **"*
The pain disappeared, the sight returned and the

face resumed its normal appearance and she was able
to get about again as usual and continued to do so for
four months.
About the middle of August some pain appeared

which grew worse and all the previous symptoms have
returned as bad if not worse than before the operation.
About this time the growth could be seen pushing
through the antral opening into the nose. At the
present time, Nov. 1, the growth quite fills the left
nasal cavity. The condition is very grave; she is
growing rapidly weaker and the end is only a matter
of a few weeks.

This case is an interesting one because of its
rarity. I can find but fifteen cases reported of
primary cancer of the maxillary sinus.
I think we all realize there might be

great difficulty in distinguishing between primary
cancer of the nasal cavity and that of the maxil-
lary sinus. In the case I have reported, if the
growth had originated in the nasal cavity it
would have completely filled that cavity, pro-
truded at the anterior nares and even crowded
the septum before necrosis would have taken
place in the nasal wall of the antrum. I was
able to pass a probe freely completely around the
septal side of the growth, and was satisfied,
after repeated examinations before I operated,
that the growth protruded through from the
antrum. Another proof of the origin of the
growth was the fact that no growth whatever
reappeared in the nasal cavity after the operation
until it protruded through from the antrum.
In all operations upon the throat or nose where

there is the liability of a considerable hemorrhage,
I have adopted the plan used by Dr. Crile, of
Cleveland, in all his operations upon the head:
Diminish the blood pressure by cording off
the lower extremities at the thigh, raising the
trunk and head and lowering the feet. By this
means the amount of hemorrhage is materially
diminished and we have a much clearer field for
operating.

Reports ofSocieties.
NEW ENGLAND 0T0L0GICAL AND LARYN-

G0L0GICAL SOCIETY.
Meeting of the New England Otological and

Laryngological Society was held at the Massachusetts
General Hospital, Nov. 20, 1908, the President,
Algernon Coolidge, Jr., M.D., in the chair.
Dr. E. A. Crockett read a paper on

what type of operation is best adapted for the
relief of disease of the frontal sinus ? '

discussion.

Dr. F. L. Jack: I think Dr. Crockett's paper is very
timely in that he calls attention to conservatism in
these operations. I am surprised to find that he has
not felt it necessary to perform the operation according
to Killian in the class of cases he has mentioned. I
have operated upon a number and, finding a great deal

of trouble with the ethmoids in the majority, have felt
that in order to get healing and absolutely good results
it was necessary to remove them, and, of course, this
could be best done by the regular Killian operation.
In speaking of conservatism, I have found in this

operation one ean conserve the middle turbinate in a

great many cases and obtain good results. In cases
where the middle turbinâtes were removed, the for-
mation of crusts was the cause of great annoyance.
This condition descends along the posterior wall of
the pharynx causing much trouble, and I have not seen
the trouble follow the cases where I have left the bone
intact. The function of the nose, to contribute mois-
ture, seems to be sufficient to stop any formation of
crusts.
Dr. J. Payson Clark: I was very much interested

in Dr. Crockett's paper. I think we all ought to bear
in mind when we are confronted with frontal sinus cases
that a large proportion can be cured by intranasal
treatment. I would not go as far as Dr. Ingalls in
saying that 95% can be cured, but I think a large
percentage can be cured.
In the hospital we operate on a large number of cases

of frontal sinus, that is, externally, not because they
cannot be cured by intranasal treatment, but because,
as Dr. Crockett mentioned in his paper, the question of
time is an important one with the workingman and the
external operation will save him time in getting back
to work again. In private practice where patients
consider the possible deformity of the external opera-
tion, they would rather give longer time to treatment
in order to escape the possibility of such deformity.
The types of frontal sinus which offers the most

favorable conditions for cure are those which show by
the x-ray a more or less funnel shape with a naturally
large ostium frontale. Where there are septa in the
sinus the chances are that one will have to resort to
external operation.
In January, 1907, I reported a case before the

Eastern Section of the American Laryngological,
Rhinological and Otological Society which was cured
after nearly a year's treatment by the intranasal
method. The patient was a very delicate woman with
whom the external operation seemed to be inadvisable,
and this method was the only resort and was entirely
successful.
I have a case of frontal sinus suppuration under my

care at the present time which was referred to me six
months ago for external operation. He has been free
from pain now for over three months and the discharge
is so slight as to cause him no annoyance.
I should like to ask Dr. Crockett why he does not

use cocaine anesthesia in the removal of the middle
turbinate.
Dr. H. P. Mosher: I cannot allow this discussion to

close without bringing up a point which so far has not
been mentioned. The point is that the type of opera-
tion which will cure a given case of sinus disease de-
pends upon the etiology of the case. We do not know
a very great deal about the etiology of sinus disease,
but we know this: that chronic sinus disease can be
divided into two main classes

—

cases due to chronic
retention and cases due to chronic infection. In the
first type of case, cases due to chronic retention, the
cavity of the sinus is filled with mucus. Often this is
sterile, often only mildly infected. All that is neces-

sary, therefore, to obtain a cure is to drain the sinus.
This may be accomplished either from the nose or from
the brow, preferably from the brow. In the second
class of cases, cases of chronic infection, it has not been
my experience that the mere establishment of drainage
is sufficient. In order to obtain a cure I have found
some modification of the Killian operation to give the1 See page 96.
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best results. To get a cure even with the complete
Killian operation is not always easy. Experience has
led me to consider that the removal of the whole floor
of the sinus, if the cavity is of moderate size, and the
removal of the greater part of the floor, if the sinus is
large, is absolutely essential.
The reader of the paper dwelt on the lack of deformity

in his cases. The modified Killian operation will give
as little deformity as any of the simpler operative
procedures. It will also give a greater percentage of
cures.
Dr. Crockett spoke of those cases of sinus disease

in which the eye is closed from pus in the orbit. He
said that in these severe cases there is often necrotic
bone, and added that such cases can be cured by the
form of operation which he has described. Often they
can. These cases are dramatic, but they are not the
difficult cases; they are the easy ones. When you
analyze such cases you find that they are almost always
sterile or mildly infected mucoceles. Necrotic bone
is found only about the opening in the floor of the
sinus. Nature has done the greater part of the opera-
tion, or at least the most essential part ; that is, nature
has removed the larger portion or even the whole of
the floor of the sinus. All that is left for the surgeon
to do is to clean out the ethmoidal labyrinth. Further-
more, the ethmoidal labyrinth has often been converted
into a large single cell by the pressure necrosis caused
by the accumulated mucus. Therefore, these orbital
cases, severe as they may seem at the start, usually turn
out in the end to be the simplest and the least severe.
Dr. Jack spoke in favor of leaving the middle tur-

binate in place. Whenever I have not succeeded in
removing the middle turbinate the case has resulted
poorly.
Dr. E. A. Crockett: The reason I have always used

an anesthetic in operations in the ethmoidal region of
the nose is because when I have done it under cocaine
it has always seemed a harsh thing for the patient to
stand ; in using the forceps as I do it is very hard to
keep the patient sitting still for even a minute or two,
while with the ether spray method you can keep them
still as long as you wish and do the operation without
the least trouble.
As to the cure of frontal sinus infection, my ex-

perience has been that any type of operation which
makes the frontal duct clear, so that there is drainage,
will cure the average case, but I do think in certain
types, as I tried to make clear in my paper, the Killian
is not only the logical, but the quicker way to get the
thing healed up and the patient back to his occupation.
But in Mrs. M's. case where there were 4 sinuses in-
vaded, all filled with pus of the most stinking kind, the
case healed up largely on account of the fact that she
had a straight nasal septum and abnormally large
nasal frontal opening.
It has been my experience that the nasal frontal

duct will not contract following operation unless it
has been unnecessarily bruised during the operation
and you thus have a natural drainage tube.
Dr. D. Crosby Greene read a paper on

LARYNOOTOMY AND LARYNGECTOMY FOR CANCER.2
DISCUSSION.

Dr. H. P. Mosher: In cancer of the larynx the
surgeon is dealing with a peculiarly distressing and
fatal form of malignant disease. That there is a con-
siderable operating mortality in dealing with it is
necessary, but a comparison of the figures quoted by
Dr. Greene is striking and hopeful. According to
these the operating mortality of complete excision of

the larynx has fallen at least a third and that of partialexcision at least 90% ; that is, from 13i to 2\%. The
latter is as safe as could be reasonably asked. As
partial excision is applicable only to cancer circum-
scribed within the larynx, it is imperative that cases
should be discovered before the intrinsic stage of the
new growth has passed.
In bringing about this grateful improvement in the

operative mortality of laryngeal cancer, the chief cause
has been the reduction of inhalation pneumonia. This
result has been accomplished by keeping the patient
in the Trendelenberg position both during and after
the operation and by feeding the patient by rectum
for the first few days. After the patient is thoroughly
out of the ether it is not necessary to keep him in the
reversed position ; he can then sit up. Not, however,
until the danger of pneumonia has passed should he be
allowed to lie flat. Either the patient should be propped
up or the foot of the bed raised. The first attempts
at feeding by mouth should be made with water. Not
before the patient has regained to a considerable degree
the ability to swallow and manage saliva should milk
be permitted.
Early cases of cancer of the larynx group themselves

squarely into two classes : the intrinsic cases, which are
hardly more than cancerous warts on or near the cords,
and the extrinsic cases, where the growth is more or less
on the periphery of the larynx and tends to invade
neighboring structures. I should like to ask the
reader if he has found any statement as to the relative
frequency of the two forms. Both kinds of laryngeal
cancer are equally deadly if left alone, but the cancerous
wart is so curable in the early stages that one cannot
help almost begging to have cases of prolonged hoarse-
ness in people of middle age sent for a laryngeal ex-
amination.
The operation for partial excision of the larynx is

exceedingly satisfactory from every standpoint and
especially from the mechanical standpoint. With the
larynx split open, thoroughly cocainized and the halves
widely and firmly separated with a mastoid retractor
and the -field brightly lighted from a. forehead lamp or
head mirror, the steps of the procedure can be carried
out in themost straightforward manner.
Etherization by rectum, were it as safe as other

methods, would be the best method. I have not felt
that it is.

COMPLETE EXCISION OF THE LARYNX.

A preliminary tracheotomy under cocaine a few days
before the major operation seems to me to have certain
advantages. When the tracheotomy tube is first put
in, it is some time before the trachea ceases to resent it,
so that the coughing which the tube causes periodically
stops the operation. The median incision is the usual
one employed for complete excision of the larynx.
With this incision there is a tendency to dig the larynx
out, so to speak, in capsule. The larynx must be freed
from the muscles about it, but I do not see the necessity
to shell it out of its periostium. The hard part of the
removal of the larynx comes at the top. Along the
upper border of the thyroid cartilage on the thyrp-hyoid
membrane runs the chief artery. To secure this is
sometimes difficult. More working space would be
gained if the larynx were split in halves the same as for
laryngotomy, and not split in front only, but splitbehind as well, care being taken not to open the
esophagus. If this were done each half of the larynx
could be strongly pulled to one side and its upper border
made distinct. As the halves of the larynx are made
to overlap the working space is increased.

Some cases were shown at the meeting of the Ameri-
can Laryngological Association in Montreal this year in2 See page 99. I
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which, instead of a median incision for the removal of
the larynx, a long vertical incision was made on either
side of the larynx and trachea. The incisions extended
below the cricoid cartilage and were there joined by a
horizontal incision. These incisions allowed the
muscles which are to make the floor of the new pharynx
to be turned up as a solid mass instead of being split
in the middle. Such incisions expose the larynx better
than the median incision, so that it is not necessary to
dig the larynx out of a deep hole with collapsing sides.
Another advantage is that the esophageal tube comes
out at the side instead of the middle line of the neck
directly over the tracheotomy tube. Therefore, when
the esophagus' as well as the larynx is involved, the
lateral incisions are preferable.
Dr. J. Payson Clark: Dr. Greene asked me to

mention a case of cancer of the larynx which I first saw
twelve years ago. The cancer was limited to one
vocal cord ; the patient was sixty-two years of age.
The operation was done by Dr. Frank Harrington and
the patient is alive and well to-day.
I saw him last summer. He is a superintendent in

a mill in Maine and is perfectly well and strong and has
a fairly good voice. Dr. Greene thought it would be
interesting to mention a case of successful laryngotomy
for cancer of the larynx. This case was reported in the
Boston Medical and Surgical Journal of February
3, 1898.
Dr. A. Coolidge, Jr.: Intrinsic cancer of the larynx

offers a better prognosis than cancer in almost any
other region except the skin, as far as recurrence after
operation is concerned. We should, therefore, plead
for an early diagnosis and early operation. Any
chronic infiltrating or ulcerating disease within the
larynx, as soon as tuberculosis and syphilis have been
eliminated, should be suspected of being malignant,
and valuable time should not be lost by procrastination.
I believe that it is generally bad practice to do much
if any interlaryngeal manipulation. Much harm is
sometimes done by attempts to get a piece for micro-
scopical examination. Often the specimen is in-
conclusive and the local trauma compromises any
subsequent operation. If the clinical aspect makes
it likely that there is an intrinsic cancer in the larynx,
an exploratory thyrotomy, with removal of any disease
which is discovered, is not only justifiable but it is
indicated.
Dr. D. Crosby Greene: I am obliged to Dr. Mosher

for his suggestions. In regard to the relative number
of intrinsic and extrinsic cancers of the larynx I am
unable to give the figures, but I think the former are
more common. Histologically the squamous-cell type
is the most common.
I am glad Dr. Mosher has mentioned the matter of

incisions. The single median incision is, of course,
adapted only for the removal of the larynx itself. Any
operation involving the removal of the surrounding
tissue and dissection of the glands requires a larger
working space than is given by the single median
incision. For such an operation a flap such as Dr.
Mosher has described may be employed to advantage.
Gluck uses a similar flap, which moves from one side to
the other. There are two horizontal incisions and one

longitudinal in the region of one of the sternomastoids.
As the flap is dissected back both sternomastoids are

exposed and cut in order to give access to the glands
lying beneath. Such radical procedures are beyond
the scope of my paper. I think that cases in which
they are indicated are advanced to such an extent that
there is little hope of a cure in any event.
The operations I have described are not so difficult,

yet they do require great care against shock and in-
halation pneumonia. They are operations which many

of us are qualified to do, on account of our familiarity
with the region, if we follow the precautions along the
lines I have mentioned.
Dr. F. S. Chossfield read a paper on two cases

(A) SMALL ROUND-CELLED SARCOMA OF THE TONSIL.
(B) ADENOCARCINOMA OF THE LEFT MAXILLARY SINUS.3

DISCUSSION.

Dr. A. C. Getchell: I would report a case where
the issue was different and which also shows how un-
satisfactory, as yet, is our knowledge of the pathology
of growths of the upper air passages.
The patient was a Polish girl of fifteen. She came

for a growth in the nose and repeated and severe hemor-
rhages. A growth was projecting into the nostril and
there was marked deformity of the face. The present-
ing part was removed with a snare, the operation being
followed by a very profuse hemorrhage. It was ex-
amined by the pathologist at the Memorial Hospital,who called it a round-celled, very vascular, rapidly
growing sarcoma. I asked a general surgeon to see her.
He was ready to do a radical operation, but neither the
patient nor her mother would consent to it.
The growth in creased, and also thepressure symptoms,

a foul discharge ensued, and in order to relieve her of
this, if possible, with the expectation that there would
be immediate recurrence, I operated under anesthesia,
clearing out the growth with forceps and curette as
thoroughly as possible. In the course of the operation
I went into the antrum, which was already opened by
the growth, and removed a large amount of tissue there.
The recovery from the operation was prompt and
satisfactory.
Sixteen months later I again operated, removing a

much smaller amount of tissue and curetting thoroughly.
Two months from this time, under direct inspection, I
removed with a snare a small piece of tissue, all that
there was to remove. This was submitted to the same
pathologist who made the previous examination, and
he reported that it had the characteristics of ordinary
polyp. The slide put alongside the former one showed
an entirely different anatomical appearance. She
remained under observation for some time and there
was no further trouble.
Dr. D. Crosby Greene: I am especially interested

in Dr. Crossfield's case of carcinoma of the antrum
because I have recently had such a case. The patient
was a man of about fifty, who came to the clinic on
account of a painful swelling of the upper jaw. There
was a slight ulcération above the second molar tooth
on the affected side. Microscopical examination of a
section taken from the periphery of the ulcer proved
it to be carcinoma. Intranasal examination showed
some inflammation of the middle turbinate with a
little pus in the middle meatus, but the nasal symp-
toms were slight. He complained chiefly of severe pain
radiating from the tumor backward over the side of his
head. In this case I exposed the wall of the antrum
by an incision through the cheek, beginning at the
angle of the mouth and going back parallel with the
alveolar border as far as the posterior molar. I then
opened the antrum and removed the anterior wall.
This gave a satisfactory view of the growth, which was
seen to fill the antrum and extend backward into the
posterior ethmoid cells. It seemed to be impractical
to remove the entire growth with a margin of healthy
tissue without a too extensive operation, and so I con-
tented myself with curetting away all the diseased
tissue that I could get at. The interesting thing in
this case was the complete relief from pain, which re-

sulted, as in Dr. Crossfield's case, from a very incomplete
3 See page 109.
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Operation. It is now three months since the operation
and there is yet no pain or other evidence of recurrence.
It is to be expected that recurrence will take place
eventually, but the case is instructive in showing the
benefit which may be derived temporarily at least from
such an operation.
Dr. W. E. Chenery: I would like to add to the list

an interesting case. Four weeks ago I saw a j'oung lady
with a growth on the left tonsil and base of the tongue.
Diagnosis was confirmed by pathological examination
to be lympho-sarcoma. Operation was suggested to
the patient, but refused. Two weeks later I found she
had a tumor of the left breast about the size of a hen's
egg. A few days later this was operated on and proved
also to be sarcomatous. As operation for the tonsil
was refused, patient was given Coley's serum with
what success cannot as yet be determined as only ten
injections have been given. Considering Dr. Crossfield's
results I am not inclined to insist on operation.
Dr. J. Payson Clark: I should like to mention a

case, in connection with Dr. Crossfield's paper, which I
saw recently in consultation with a general surgeon.
The case was a gentlemen seventy years of age whose
first symptom was a feeling of discomfort from his
upper plate of false teeth, which he found cut into the
right upper jaw. On taking out the plate the right
alveolar process was found very soft and there was a
marked swelling on the inner surface.
The surgeon brought the patient to me for an x-ray

and the examination showed the right cheek entirely
dark. The growth was found to be sarcoma. He was

operated on only the other day so it is too early to tell
results. The surgeon did a very thorough operation,
going to the orbital plate and taking out the whole
upper jaw on the right side. I am very skeptical of
a favorable outcome from operation in such an extensive
growth in a man of this age, but, on the other hand, one
dislikes to sit by and do nothing.
Dr. F. S. Crossfield : I have nothing especial to add

excepting that these cases of sarcoma of the tonsil are
apt to come to the surgeon too late ; therefore, as I have
said, I think they are almost invariably fatal and the
patients are much more comfortable if let alone.

One object lesson to be drawn from my first case is
the necessity of making a deep section for a micro-
scopical examination. The first section made in my
case was made by my assistant and was not a deep
one and did not reveal the true condition. Inmaking a
section for amicroscopical examination you should make
a deep one, otherwise you will get a negative result.

BookReviews.
The Medical Record Visiting List or Physicians'
Diary for 1909. New revised edition. New
York: William Wood & Co.
We are glad to call attention to another edition

or the year 1909 of this excellent visiting list.
This edition has been revised, but in general has
the appearance of its predecessors. It contains
much useful information in addition to the pages
for memoranda, which naturally constitute the
larger part of the book. Those who have used
this list will doubtless continue to do so and we

cordially recommend it to others who are in need,
as, in fact, most physicians are, of such an aid to
the memory.
The Extra Pharmacop\l=oe\a Thirteenth edition. By
Martindale & Westcott. Pp. xl. + 1163. Lon-
don: H. K. Lewis.

As the name implies, this book contains many
drugs and much knowledge which is not in the
British Pharmacopœa. In fact, this small book
is a general compendium of information, and in it
we find methods for the analysis of milk, water,
butter, urine and stomach contents; also treatises
on organo-therapy, vaccines and antitoxins,
tables of weights and measures, poisons and anti-
dotes, a therapeutic index of diseases and symp-
toms, besides many other facts. On account
of its encyclopedic nature (in small size), and
because of the description of newer drugs, it might
prove of considerable value to many English-
speaking physicians.
Atlas of Clinical Surgery, with Special Reference

to Diagnosis and Treatment. For Practitioners
and Students. By Dr. Ph. Bockenheimer,
Professor of Surgery in the University of Berlin.
English adaptation by C. F. Marshall, M.D.,
F.R.C.S., late Assistant Surgeon to the Hos
pital for Diseases of the Skin, London. With
150 colored figures from models by F. Kolbow
in the Pathoplastic Institute of Berlin. Three
volumes. New York: Rebman Company,
1123 Broadway. 1908.
These three splendid volumes of some one hun-

dred and twenty-five pages each cannot fail to
impress the teacher of surgery and the collector
of surgical books. The distinguished author calls
his work an atlas, from which we assume that he
means a collection of illustrations with a short
descriptive text. Indeed, the illustrations in
this book are beautiful pieces of work, are re-

markably graphic and are intensely interesting.
They illuminate the subjects treated in a way un-
surpassed except by models or by the patient
himself.
The author's preface informs us that " the rieh

material of Von Bergmann's clinic, which has
been placed at my. disposal, renders it possible to
give plastic representations of all surgical diseases
which are suitable for reproduction in this way.
The models were executed with the greatest skill
by F. Kolbow . . . and have proved of much
value in the teaching of clinical surgery. The
models have been reproduced by the four-color
process, which gives a more natural appearance
than can be obtained by reproduction in water
colors." The statements and claims of the author
and the publishers are well borne out by the illus-
trations and by the text. The teacher of surgery
doubtless will use these colored plates, their en-

largements, or their reproductions by the reflecto-
scope, with great satisfaction and advantage.
They are truly beautiful and they are accurate
representations of pathological processes.
There is another aspect to the consideration

of this book, an aspect of minor consequence,
perhaps,—-it costs $24,—and it is incomplete;
that is to say, it deals with a limited number
only of the more familiar surgical lesions, with
those lesions which are found on the surface of the
body. It is unfortunate that the author and
publisher have failed to make clear this fact in
the title. The surgeon who buys the work with
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